W ITH the development of successful surgical treatment of dissecting aortic aneurysm," 2 accurate diagnosis of this condition has become increasingly important. Pain in the torso, usually in the chest or back, is considered to be a classical feature of dissecting aneurysm of the aorta, but reliance on the presence of pain may result in Postoperatively, the patient had noted a returni of function and sensation to his left leg and had been told that a clot had been removed from an artery above the groin. He was given anticoagulants. After the operation he also was told that he had a leaking heart valve and that this was probably due to rheumatic heart disease. Digitalis and an oral diuretic were prescribed. He was asymptomatic at the time of his dismissal from the hospital 3 weeks later.
W ITH the development of successful surgical treatment of dissecting aortic aneurysm," 2 accurate diagnosis of this condition has become increasingly important. Pain in the torso, usually in the chest or back, is considered to be a classical feature of dissecting aneurysm of the aorta, but reliance on the presence of pain may result in unnecessary delay in diagnosis and treatment. Without treatment, approximately 25 per cent of patients survive the acute aortic dissection for more than 2 weeks, and approximately 10 per cent live for more than 6 months.3 Although dissecting aneurysm occurs most commonly in the sixth and seventh decades of life and is known to be associated with abnormal cardiovascular conditions, such as the Marfan syndrome, hypertension, and coarctation of the aorta, it may also occur in young adults with otherwise normal cardiovascular systems 4 and in pregnant women. 5 The present report was prompted by experience with a patient who had a painless dissecting aneurysm of the aorta and who exhibited certain features that allowed the correct clinical diagnosis to be made in the absence of pain in the torso. Postoperatively, the patient had noted a returni of function and sensation to his left leg and had been told that a clot had been removed from an artery above the groin. He was given anticoagulants. After the operation he also was told that he had a leaking heart valve and that this was probably due to rheumatic heart disease. Digitalis and an oral diuretic were prescribed. He was asymptomatic at the time of his dismissal from the hospital 3 weeks later.
Report of a Case
Shortly thereafter, he had begun to experience progressive exertional dyspnea and, during the week prior to admission here, he had had several attacks of paroxysmal nocturnal dyspnea. He had not experienced any subsequent symptoms of peripheral vascular insufficiency. The patient denied a history of rheumatic fever and no heart murmur had been noted on several routine examinations prior to the present illness.
He was 641/2 inches tall and weighed 158 pounds. He appeared chronically ill and was dyspneic at rest. Positive physical findings were limited to the cardiovascular system. The blood pressure was 145 mm. of mercury systolic and 65 diastolic in both arms. His pulses were collapsing in character and the rate was 124 per minute and regular. The left femoral, popliteal, and posterior tibial pulses were markedly diminished and the left dorsalis pedis pulse was barely perceptible. There was slight elevation pallor of the left foot and the venous filling time with dependency was 20 seconds.
The venous pressure was estimated to be approximately 14 cm. of water. Marked suprasternal and precordial pulsation was visible. There was a basal diastolic thrill, and the cardiac apical impulse was felt in the sixth left intercostal space in the anterior axillary line. A grade-IV (on the basis of I to VI) decrescendo aortic diastolic murmur, well tranismitted to the apex, was also heard posteriorly just medial to the right scapula. A grade-II (on the basis of I to VI) aortic systolic murmur was also present. A separate systolic murmur could be followed from the epigastrium down to the left femoral artery and also into the right lower quad- fig. 2b and b') . By reattaching the involved commissures to the outer wall of the aorta with interrupted sutures, the free margin of each cusp wvas elevated and competency was restored (fig. 2b) . The vertical tear in the intima of the proximal part of the aorta was repaired and anchored to the adventitia with running silk sutures, after excising a V-shaped wedge from an attenuated bulge of adventitia ( fig. 2c ) to permit reattachment of intima to adventitia in this area. The circumferential tear in the intima was parallel to and superimposed on the transverse aortotomy incision. Prior to closure of this incision, the intima was reattached to adventitia, thus completely closing the origin of the dissecting hematoma and obliterating the false channel at that point ( fig. 2d ).
On closure of the aorta and resumption of cardiac function, it was apparent that the aortic valve was competent. The patient: was rewarmed before the extracorporeal circulation was discontinued.
The postoperative hospital course was uneventful. The patient was dismissed from the hospital on the sixteenth postoperative day. At The clinical manifestations of dissecting aneurysm may be produced directly by the dissection itself or indirectly as a consequence of occlusion of the arteries arising from the aorta. Occlusive manifestations may be complete or may be transient and partially reversible due to cessation of spread of the dissecting hematoma or to the re-entry of the dissecting hematoma into the lumen of an artery or the aorta.
One of the truly constant clinical features of dissecting aneurysm is the abrupt onset of symptoms.8' 9 Although the symptoms may vary widely, depending on the location of the dissection and the aortic branches involved, the abruptness of onset warrants emphasis as a feature of note in this disease.
Syncope is probably the commonest neurologic symptom associated with dissecting aneurysm.8' 10 This fact may help in differentiating this condition from myocardial infarction in which syncope is rare 7 and pain is also common. Neurologic symptoms, including syncope, are of importance in the clinical diagnosis of dissecting aneurysm because the correct diagnosis can be made much more readily when they are present than when they are absent."
Amer and his colleagues 12 recently have called attention to dissecting aneurysms presenting as iliac artery occlusions. It is of interest that only one of the four patients in their report experienced chest pain with the dissection; the others had no pain in the torso. Of the 53 cases in which pulses were recorded in both lower limbs in the series of dissecting aneurysms reported by Hirst and co-workers,3
Circlttio,n, Volumnw XXIX, AMay 1964 PAINLESS DISSECTING ANEURYSM in 37 (70 per cent) there was an inequality of pulses between legs and in 13 (25 per cent) no pulses were felt. Inequality of pulses in the neck and in the arms may also be an important sign in dissecting aneurysm, as may inequality of the blood pressure.
Aortic diastolic murmurs are common in patients with aortic dissection: the reported incidence ranges from 20 per cent 13 not be associated with pain raises the question of the origin of the pain when present, and of its significance. The cause of the pain is unknown, although several theories have been proposed and were briefly outlined by Kirkpatrick.18 Pressure of the dilated aorta on neighboring structures and ischemia of tissues whose arterial supply has been compromised, while undoubtedly causes of pain, are hardly sufficient to account for the sudden severe tearing pain so characteristic in many cases of acute aortic dissection.
That distention of the aortic adventitia causes the pain is probably the oldest theory. However, it does not account for the absence of pain in certain cases. Wood and co-workers 19 advanced two possible explanations for this: firstly, that the dissecting hematoma might bulge the intima inward and re-enter the true aortic lumen early, without displacing the adventitia outward; and secondly, that the dissection might occur very slowly without sudden violent distention of the adventitia and might thus be painless.
Pain is absent twice as commonly in chronic as in acute dissecting aneurysm.3 It would thus appear that the presence or absence of pain has prognostic import in dissecting aneurysm of the aorta. Summary A case is reported of a man who had an acute painless dissecting hematoma of the aorta, which was diagnosed clinically in the absence of hypertension or known precipitating cause. The successful surgical treatment is described and illustrated.
The following diagnostic features were stressed in the absence of pain: sudden onset of symptoms, syncope, acute peripheral arterial occlusion, appearance of aortic insufficiency, and finding of bruits over the course of the aorta. The significance of the symptom of pain in the torso and the possible modes of its production in this condition are considered, and it is suggested that pain in dissecting aneurysm may imply a poor prognosis.
